Triple negative breast cancer (TNBC) patients frequently receive neoadjuvant chemotherapy (NAC). Only 50% will achieve pathological complete response (pCR). In this retrospective study, we evaluated TNBC outcomes with NAC vs. AC.
NAC for TNBC patients with more advanced local disease. Although, NAC still has a role in TNBC, developing biomarkers to identify patients likely to achieve pCR and benefit from NAC is an urgent need.
Background
Breast cancer (BC) is the most commonly diagnosed malignancy in women. Approximately 266,120 new cases of invasive BC are estimated to be diagnosed in the United States in 2018 alone. [1] Although female BC is a leading cause of cancer mortality worldwide, it is often diagnosed at an early stage when it is potentially curable. [1] BC is biologically heterogeneous, with different subtypes exhibiting different prognoses. Gene expression profiling has identified five molecular subtypes with distinct behaviors and clinical outcomes: luminal A, luminal B, HER2 enriched, basal-like, and normal-like tumors. [2, 3] Basal-like tumors are predominately represented by the triple negative phenotype, characterized by the lack of estrogen receptor (ER), progesterone receptor (PR), and HER2/neu oncogene. Triple negative breast cancers (TNBC) account for 15-20% of all BC cases, are associated with a higher propensity for early recurrences, and have a worse 5 year overall survival (OS) compared with other BC subtypes. [4] In a study from the National Cancer Database (NCDB), TNBC patients had distinct demographic and racial/ethnic features as compared to non-TNBC patients. [5] TNBC is also associated with a higher frequency in younger premenopausal women, a more aggressive phenotype, including larger tumor size, higher tumor grade, but less likelihood of nodal involvement. [4, 6] Although targeted therapies have improved management of ER-positive and HER2-positive BC, cytotoxic chemotherapy remains the mainstay of systemic therapy for TNBC patients. Despite worse prognosis, TNBC has higher response rates to chemotherapy. [7] Outcomes following neoadjuvant and adjuvant chemotherapy (AC) are comparable for BC patients in general. [8, 9] Achieving pathological complete response (pCR), commonly defined by the lack of invasive disease in the breast and axilla following neoadjuvant chemotherapy (NAC) (ypT0N0), serves as an early surrogate of long-term prognosis. NAC facilitates tumor downsizing for breast-conserving surgery, also allows for in vivo assessment of response to therapy, and provides prognostic information based on pathological response. [8] Another advantage of NAC is to allow early use of systemic therapy to eradicate occult distant micrometastatic disease without delay. Our prior single-institutional studies have suggested that NAC may be inferior to AC in TNBC in general, but is superior to AC only if pCR is achieved. [10, 11] Patients who do not achieve a pCR with NAC have worse outcomes with higher locoregional and systemic failure. [12] [13] [14] The administration of NAC has increased over time, with TNBC and HER2-positive patients having the highest increases over time. [15, 16] This study was designed to determine survival outcomes in TNBC patients treated with NAC vs. AC in a large United States oncology database. We also explore trends in the use of NAC for TNBC.
Methods
Established in 1989, the NCDB is a joint national project of the Commission on Cancer of the American College of Surgeons and the American Cancer Society. This database is sourced from hospital registry data collected in Commission on Cancer accredited facilities. De-identified data provided by the NCDB was downloaded in May 2017. As NCDB data was not collected for the purposes of this study and is de-identified, this study was not considered to meet federal definitions under the jurisdiction of an Institutional Review Board, therefore an exemption was obtained. This article does not contain any studies with animals performed by any of the authors. All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards. IRB approval not applicable as deemed not human subject's research (HSR) by Washington University School of Medicine.
We performed a retrospective analysis of adult patients with AJCC7 clinical stages II and III TNBC who received systemic chemotherapy, and were diagnosed between 2010 and 2013. Only tumors that were known to be ER, PR, and HER2 negative were included as TNBC. HER2 status was recorded in the NCDB beginning in 2010, providing rationale for excluding patients diagnosed prior to 2010. We excluded patients diagnosed after 2013 to allow for at least 1 year survival period post diagnosis.
Demographic, socioeconomic, clinico-pathological features, treatment facility type, and geographic location, were included in the analyses. Treatment facility types were noted as follows: Community Cancer Program, Comprehensive Community Cancer Program, Academic/ Research Program (includes NCI-designated comprehensive cancer centers), Integrated Network Cancer Program, or other/unknown types of cancer programs. These were grouped as academic programs (as defined by NCDB) vs. non-academic programs (all other treatment facility types not defined as academic/research program by NCDB). NCDB defines pCR as the absence of residual disease in the breast and lymph nodes following neoadjuvant chemotherapy.
Patients with non-invasive disease, stage I TNBC, distant metastases, inflammatory BC, missing treatment history or vital status (dead or alive), and patients who were not treated with chemotherapy were excluded. In order to ensure that only TNBC patients were represented, those who received treatment with hormone therapy or immunotherapy were excluded. Those with unknown pathological response status were also removed from the study population.
Chemotherapy timing was determined by identifying the sequence of systemic treatment and surgical procedures. Patients who received systemic therapy prior to surgery were defined as having received NAC. Patients who had surgery followed by systemic therapy were defined as having received AC. Patients who received both NAC and AC were also excluded. The median follow-up was the median time between diagnosis and the date of last contact or death.
Baseline sociodemographic and clinical characteristics across treatment type (NAC vs. AC) were evaluated by using Mantel-Haenszel χ2 test for categorical variables and two sample t test for continuous variables. The overall survival (OS) was defined as the interval between diagnosis and the date of death. OS by timing of chemotherapy receipt relative to surgery (NAC vs. AC) and by pCR status post NAC was assessed. Survival curves were estimated by the Kaplan-Meier method, and a two-sided P value of 0.05 from a log-rank test was considered a statistically significant difference. Five year OS rate (with 95% CI) was calculated by binomial method. The log-rank test was used to examine the statistical significance of the differences observed between the groups. Unadjusted analyses of trends in proportions over time were performed using Cochran-Armitage trend tests. Trends in receipt of NAC vs. AC were examined during each of the 4 years (2010-2013). Predictors of non-pCR after NAC, including age, race, income, education, insurance type, tumor grade, clinical stage, treatment facility type, diagnosis year, and Charlson-Deyo comorbidity score were assessed using a Log-binomial model and the results reported with adjusted relative risk of non-pCR and 95% confidence intervals (CI). 2-sided P<0.05 was considered statistically significant. All analyses were performed using SAS (version 9.4; SAS, Cary, NC).
Results
After all exclusions, 19,151 patients met the study inclusion criteria (Fig 1) . The median age of the study population was 54 years (range: 21-90 years). 13 (Fig 3) . Next, we evaluated time trends in timing of chemotherapy relative to surgery, and trends in setting of care. NAC use increased over the study period (27.8% in 2010, 28.8% in 2011, 29.7% in 2012, and 31.2% in 2013; p = 0.0002) (Fig 4) . Receiving treatment at an academic program did not change during the study period (30.4% in 2010, 31.1% in 2011, 32.8% in 2012, and 31.6% in 2013, p = 0.095). There was a difference in 5 year OS between patients treated at an academic program as compared to a non-academic program, 77.0% vs. 74.3% (p = 0.003). In the subset of patients receiving NAC, there was no difference in 5year OS by treatment facility type (p = 0.063).
Discussion
This study aimed to determine the overall survival for TNBC patients treated with NAC vs. AC in a multi-institutional cohort of United States breast cancer patients. To achieve this aim, we analyzed 19,151 TNBC patients from the NCDB. To our knowledge, this is the largest study evaluating the impact of chemotherapy timing on survival in TNBC patients treated with curative intent. Our study demonstrates that TNBC patients had a worse survival with NAC as compared to AC. These findings are in contrast to NSABP B-18, EORTC 10902, and the IBBGS, three large randomized trials evaluating NAC vs. AC. [8, 17, 18] These trials showed that there was no difference in survival among breast cancer patients receiving NAC compared to those receiving AC. However, there was no selection according to BC clinical subtype in these earlier studies. Other prior studies have shown conflicting results in outcomes specifically for TNBC patients treated with NAC vs. AC. [10, 19] Prior data from our institution show that NAC is superior to AC, only in TNBC patients who achieve pCR. [8] The pCR rate in this present study was 47.4%. This study confirmed a strong survival advantage with NAC in patients who achieve pCR also observed in other studies. [12, 20, 21] The differential outcome based on timing of chemotherapy relative to surgery is likely because of the high frequency of patients who did not achieve pCR with NAC seen in this study. TNBC patients who do not achieve pCR have a very high risk of disease relapse and subsequent BC-related deaths.
Another important observation is the long-term outcome in patients with pCR. TNBC and HER2-positive BC patients who achieve a pCR to NAC have a good prognosis. [12] The Outcomes with neoadjuvant versus adjuvant chemotherapy for triple negative breast cancer improvement in outcomes pCR patients relative to non-pCR patients in this current study is consistent with the improvements in OS and event-free survival in pCR patients in other studies. [22] [23] [24] Although pCR patients have superior outcomes than non-pCR patients, a number of those with pCR still have disease recurrence and BC-related deaths. There is no reliable method for detecting residual systemic microscopic disease after curative treatments, and to date, no risk factors for recurrence have been identified in either pCR or non-pCR patients. The potential to individualize management on the basis of prognostic markers remains an unmet need, and tools to predict disease recurrence are lacking. If patients who will recur due to chemotherapy resistance can be identified much earlier, innovative clinical trials can be developed, with a view to changing the natural history of recurrent TNBC. Outcomes with neoadjuvant versus adjuvant chemotherapy for triple negative breast cancer
Lastly, this study confirms the previously described increased trend in the use of NAC in TNBC patients. [16, 25] TNBC patients are more likely to respond to NAC than patients with Outcomes with neoadjuvant versus adjuvant chemotherapy for triple negative breast cancer ER-positive BC, thus NAC is now recommended as part of guidelines for managing TNBC patients with early-stage or locally-advanced disease. [26] Clinicians may be managing patients with more guideline-concordant care. [27] The rise in the number of neoadjuvant trials in TNBC is supported by the ability to assess in vivo responses to cancer therapeutics, and enables a platform for biomarker exploration. Thus, neoadjuvant trials have accelerated drug discovery, and have allowed clinicians to routinely administer NAC as standard of care. Achieving breast conservation by tumor downstaging, and improving cosmesis are also important advantages of NAC. Knowledge of pathological response to NAC also provides an opportunity to adjuvant therapy and enroll high-risk patients onto clinical trials. [28] Despite these numerous advantages of NAC over AC, there is a critical need to develop predictive biomarkers that can accurately identify patients likely to achieve pCR, and who are consequently better suited for Outcomes with neoadjuvant versus adjuvant chemotherapy for triple negative breast cancer NAC. Patients not likely to achieve pCR with standard NAC may then be enrolled onto innovative trials, be spared unnecessary side effects of ineffective cytotoxic chemotherapy, or avoid delaying definitive and potentially curative surgery. This data must be interpreted in the light of its limitations. First, the analytic cohort was restricted to those diagnosed between 2010 and 2013. The NCDB started collecting HER-2 status in 2010; therefore, patients diagnosed prior to 2010 were excluded. This study period limits appreciating full trends in the use of NAC and long-term outcomes. Nonetheless, the median follow up of 3 years may allow an acceptable duration to evaluate outcomes in TNBC, as this subtype has a higher propensity for early recurrence following diagnosis. Second, lack of specific chemotherapy data is also another limitation of this study. However, since the study spanned a narrow, but contemporary period, we do not suspect that there were any substantial differences in the types of chemotherapy regimens utilized. Third, data regarding genomic testing (i.e. BRCA germline testing) were not available for analyses, however, these data do not impact outcome in TNBC patients receiving NAC vs. AC. [19, 29] Patients with BRCA-associated TNBC with chemoresistant disease may benefit from targeted treatments with agents such as PARP inhibitors as has been shown in the advanced setting. [30, 31] Fourth, retrospective analyses of observational data may be subjected to selection biases and unmeasured confounders. Immortal time bias is a limitation, as patients in the reference group had to be alive to receive AC, which would have been several weeks after those who received NAC. Fifth, although nodal status is prognostic in TNBC patients, it was not included in the analysis as accurate assessment of clinical nodal status and/or number of nodes involved from a registry Outcomes with neoadjuvant versus adjuvant chemotherapy for triple negative breast cancer PLOS ONE | https://doi.org/10.1371/journal.pone.0222358 September 19, 2019 type database may be inaccurate. In addition, accurate assessment of clinical nodal status and/ or number of nodes prior to surgery may be inaccurate. Finally, it is now apparent that the molecular classification of TNBC also affects clinical outcome; unfortunately, this information is not used in routine clinical practice. [32, 33] 
Conclusions
In conclusion, multiple randomized trials show that NAC is equivalent to AC. Therefore, this current retrospective study suggesting that TNBC treated with NAC may have a worse outcome compared to AC, should only be considered as hypothesis-generating, and highlights the importance of determining biomarkers that can help predict those who will respond best to NAC by achieving a pCR.
